An intracranial saccular aneurysm is uncommonly diagnosed in a patient with closed head trauma. We herein present a patient with delayed rebleeding of a cerebral aneurysm misdiagnosed as traumatic subarachnoid hemorrhage (SAH). A 26-year-old female visited our emergency department because of headache after a motorcycle accident. Brain computed tomography (CT) showed a right-side dominant SAH in Sylvian fissure. Although traumatic SAH was strongly suggested because of the history of head trauma, we performed a CT angiogram to exclude any vascular abnormalities. The CT angiogram showed no vascular abnormality. She was discharged after conservative treatment. One day after discharge, she returned to the emergency department because of mental deterioration. Brain CT showed diffuse SAH, which was dominant in the right Sylvian fissure. The CT angiogram revealed a right middle cerebral artery bifurcation aneurysm. During operation, a non-traumatic true saccular aneurysm was found. The patient recovered fully after successful clipping of the aneurysm and was discharged without neurologic deficit.
INTRODUCTION
Subarachnoid hemorrhage (SAH) is the most frequent intracranial lesion in patients with head trauma. 6) Traumatic SAH is found in 15-40% of severe head injuries. 5) Rupture of a cerebral aneurysm is an important differential diagnosis of traumatic SAH, especially in cases of a vague traumatic event without a witness. However, there are few reports on the relationship between head trauma and rupture of a cerebral aneurysm. We report a rare case of delayed rebleeding of a cerebral aneurysm misdiagnosed as traumatic SAH.
CASE REPORT
A 26-year-old female visited our emergency department because of headache after a motorcycle accident.
On arrival in the emergency room, she was drowsy but there was no other neurologic deficit. Brain computed tomography (CT) showed focal SAH in the right Sylvian fissure (Fig. 1) . The CT bone window setting revealed a left frontal bone fracture and a frontal scalp contusion (Fig. 2) . Although definite evi- dence of trauma was present on CT, we performed a CT angiogram to exclude aneurysmal SAH. Because the CT angiogram showed no aneurysm or vascular abnormality ( Fig. 3) , traumatic SAH was diagnosed.
She was treated conservatively for 10 days and discharged without neurologic deficit.
One day after discharge, she returned to the emergency department because of mental deterioration.
She had a severe, bursting headache during a telephone call and lost consciousness. She was stuporous clipping. Despite these manipulations, there was no bleeding around the aneurysmal neck. Given this consideration, the aneurysm was considered true saccular aneurysm rather than pseudoaneurysm (Fig. 6A) .
Postoperatively, the patient recovered fully and was discharged without neurologic deficit after 21 days.
DISCUSSION
SAH associated with trauma may also rarely be associated with either traumatic or non-traumatic aneurysms, as a rupture of pre-existing aneurysm, or acute or late development of a traumatic aneurysm. 2) The other possibility is focal vasospasm of the aneurysmal neck after rupture.
SAH induces vasospasm of the parent artery or aneurysmal neck, so hemodynamic change can occur in the aneurysmal sac or neck. Lastly, the aneurysmal orifice can be temporarily occluded, and blood flow to the aneurysmal sac is blocked.
2)8)
There is a well-known relationship between trauma and SAH. 6) Eisenberg et al. 4) reported that SAH was found in 39% of 753 patients with severe head trauma. Based on initial CT on admission, the hemorrhage induced by tearing of intracranial vessels, more frequently involves a few sulci of the cerebral convexity, and less often, the fissures and basal cisterns.
The greatest accumulation of SAH occurs contralateral to the side of impact. The work-up should proceed to definitively rule out an aneurysm in patients that present with a CT suspicious for aneurysm but negative for SAH.
